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In	 the	 UK,	 the	 so-called	 ‘Second	 Brain	 Report’	 (HM	 Govt.,	 1965)	 recommended	 the	
attachment	of	social	workers	to	their	proposed	‘drug	dependency	units’,	which	were	to	
be	 established,	 almost	 exclusively	 within	 psychiatric	 hospital	 settings	 (Glanz,	 2005;	
Mold,	2004).		The	Maudsley	Alcohol	Pilot	Project	in	London	in	1975	(Spratley	et	al,	1977)	
was	one	of	the	first	attempts	in	UK	substance	misuse	treatment	to	co-ordinate	the	work	






the	Misuse	of	Drugs	 (ACMD)	 in	 its	 1982	 report,	Treatment	and	Rehabilitation	 (ACMD,	
1982),	whilst	Clement	and	Strang	(2005),	in	their	study	of	the	genesis	and	development	
of	multi-disciplinary	 community	drug	 teams	argue	 that	 the	 generalisation	agenda	was	
largely	undermined	by:	role	insecurity	amongst	generic	practitioners;	the	inadequacy	of	
resources	 and	 training	 provision;	 and	 (paradoxically)	 the	 dramatic	 expansion	 of	 the	
drug-using	 population.	 	 However,	 there	 were	 considerable	 successes	 in	 the	
development	 and	 promotion	 of	 joint-working	 approaches	 to	 the	 issue	 (Strang	 et	 al,	




These	 early	 explorations	 of	 the	 joint-working	 paradigm	were	 largely	 predicated	 upon	









This	 brief	 literature	 review	 represents	 the	 synthesis	 of	 a	 comprehensive	 literature	



















(now	 withdrawn)2;	 Drug	 Misuse	 in	 Scotland	 (ISD)	 Publications	 Database;	 DrugText;	
EMCDDA	 Publications	 Database;	 Executive	 Summaries	 On-line;	 Fagibliotek	 om	 rus;	
Ingenta;	 Lindesmith	 Center;	 Medline;	 National	 Documentation	 Centre	 on	 Drug	 Use	
(Ireland);	 National	 Drug	 Strategy	 Unit	 On-line	 Library	 (Australia);	 National	 Drug	 &	
Alcohol	 Research	 Centre	 On-line	 Library	 (Australia);	 NHS	 Scotland	 e-Library;	 NIDA	
                                                
1 The list of terms provided here is not exhaustive.  A number of other terms were used in various 
combinations and specific search terms were used to locate “grey” publications by known agencies or 
individuals. 
2 DrugScope’s Drugdata Online Library ceased operation in November 2014.  This search accessed the 
remaining data base which continued to be a significant resource. 
Database;	 Rapid	 Assessment	 and	 Response	 Archive;	 Robin	 Room	 Archive;	 Schaffer	
Library	of	Drug	Policy;	Science	Direct;	Scottish	Addiction	Studies	On-line	Library;	Social	
Science	 Information	 Gateway;	 WHO	 Substance	 Misuse	 Database.	 	 In	 addition,	 the	
following	 non-specific	 academic	 databases	were	 searched:	 PsycInfo;	 ASSIA;	 CINHAL;	
Joseph	Rowntree	Trust	(UK);	PubMed;	and	Web	of	Science.	
The	following	specialist	journals	were	also	searched:	Addiction;	Addictive	Behaviours;	
Alcohol;	American	 Journal	 of	Drug	and	Alcohol	Abuse;	 BMC	Public	Health;	Drug	and	
Alcohol	 Dependence;	 Drug	 and	 Alcohol	 Review;	 Drugs	 Prevention,	 Education	 and	
Policy;	Journal	of	Drug	Issues;	Druglink;	European	Addiction	Research;	Harm	Reduction	
Journal;	 International	 Journal	 of	 Drug	 Policy;	 International	 Journal	 of	 Therapeutic	









George	 De	 Leon,	 the	 first	 Research	 Director	 at	 Phoenix	 House	 New	 York	 and	 a	
respected	 authority	 on	 therapeutic	 community	 (TC)	 methods,	 has	 coined	 the	 term	
community	 as	 method	 to	 describe	 the	 basis	 of	 the	 TC	 approach	 (De	 Leon,	 2000).		
Community	 is	 at	 the	 heart	 of	 the	 TC	 approach.	 The	 core	 philosophy	 is	 to	 use	 the	
community	as	a	tool	to	teach	the	individual	member	both	how	to	change	and	how	to	
change	 others	 around	 them.	 	 TCs	 are	 guided	 by	 a	 perspective	 consisting	 of	 four	
interrelated	views	of	 the	substance	disorder,	 the	person,	 recovery	and	 'right	 living'4.		
In	the	TC	view,	substance	abuse	is	a	disorder	of	the	whole	person.	Recovery	is	a	self-
help	process	of	 incremental	 learning	 toward	a	 stable	 change	 in	behaviour,	 attitudes	
and	 values	 of	 right	 living,	 that	 are	 associated	 with	 maintaining	 abstinence	
(Vanderplasschen	et	al.,	2014).	
Residents	of	a	TC	spend	much	of	their	time	engaged	in	structured	therapeutic	group	
work,	developing	practical	 skills	and	 interests,	and	 (at	 later	 stages)	 in	education	and	
training.	 The	 aim	 of	 the	 treatment	 process	 is	 to	 develop	 self-worth,	 personal	
responsibility	and	life	and	social	skills	with	the	goal	of	achieving	long-term	abstinence	
and	 reintegration	 into	 the	 community	 and	 into	 employment.	  The	 hierarchy	 (or	
structure)	of	 the	community	 is	demonstrated	through	 individual	 job	 functions	and	 is	
designed	 to	 look	 like	 work	 in	 the	 real	 world	 (Kooyman,	 2001).	 Progression	 up	 the	
hierarchy	of	 job	 functions	 is	much	 like	 the	movement	up	 the	occupational	 ladder	 in	
the	real	world.			
The	hierarchy	and	the	daily	work	programme	(sometimes	described	as	‘floorwork’)	are	
                                                
3 A small number of publications were included which lay outside these parameters where their inclusion 
was felt to provide an important historical perspective. 
4 This is another concept expounded by De Leon and refers to a state of pro-social positive citizenship.  
De Leon argues that this – rather than sobriety is the ultimate goal of the TC; with abstinence being 
merely a side-effect. 
used	 to	 provide	 community	 members	 with	 goals,	 targets	 and	 tangible	 rewards	 for	
improved	 attitude	 and	 behaviour.	  Groups	 are	 used	 both	 to	 counter-balance	 the	
tensions	elicited	during	 floorwork	and	 to	 reinforce	positive	behaviour	and	 challenge	
negative	 attitudes.	 	 Movement	 through	 these	 stages	 is	 facilitated	 by	 group	 work,	
modelling	from	senior	residents,	key-work	sessions	focusing	on	individual	issues,	and	









been	at	 the	behest	of	 service	 commissioners	 at	 either	 local	 or	national	 government	
level	 whilst	 in	 others,	 new	 approaches	 have	 been	 enthusiastically	 pioneered	 by	 TC	
staff	 teams.	 	 Finally,	with	 the	 increasing	 recognition	 of	 addiction	 as	 a	multi-faceted	
and,	 generally,	 long-term	 disorder,	 impacting	 upon	 a	 range	 of	 health,	 social	 and	
welfare	 sectors,	 there	 has	 been	 a	 rapid	 growth	 in	 partnership	 or	 co-working	
arrangements	 between	 various	 agencies	 both	 generic	 and	 specialist.	 	 These	 three	
developments	have	generally	been	seen	as	positive	moves	towards	a	holistic	response	
although	 some	 (Yates	 and	 Raimo,	 2002;	 De	 Leon,	 2010a;	 Yates,	 2015)	 have	 argued	
that	they	may	have	the	potential	to	undermine	the	fidelity	of	the	TC	model	and	have	
pointed	to	the	surprising	dearth	of	evaluative	studies	on	this	question.	
It	 is	 these	 three	 areas	 –	 the	 emergence	 of	multi-disciplinary	 teams	within	 TCs,	 the	
integration	of	new	treatment	elements	into	the	TC	methodology	and	the	development	
of	 co-working	 to	 provide	 multi-agency	 responses	 –	 which	 this	 literature	 review	
attempts	to	examine	and	evaluate.	
Multi-disciplinary	Working	
In	 child	 protection	 in	 particular,	 the	 need	 for	 multi-disciplinary	 and/or	 multi-agency	
working	 has	 been	 regularly	 revisited	 with	 varying	 success.	 	 Stanley	 and	 Humphrey	
(2006)	have	described	a	continuum	of	joint-working	(both	within	and	between	agencies)	
in	 this	 area,	 and	 argued	 for	 more	 –	 and	 deeper	 -	 integration,	 but	 they	 have	 also	
acknowledged	the	work	of	Glisson	and	Hemmelgarn	(1998)	in	the	USA	who	argued	that	
lower	 levels	 of	 inter-	 and	 intra-organisational	 co-ordination	 actually	 reduced	 service	
effectiveness	 and	 that	 an	 improved	 ‘organisational	 climate’	 (reduced	 staff	 conflict,	
increased	co-operation	and	personal	discretion	and	improved	role-clarity)	were	of	more	
importance	 than	 organisational	 and/or	 cross-disciplinary	 arrangements.	 	 Hague,	
Mullender	 and	 Aris	 (2003)	 similarly	 argued	 in	 respect	 of	 responding	 to	 issues	 of	
domestic	violence,	that	increasingly	elaborate	nature	of	such	arrangements	often	fail	to	
improve	 the	 accountability	 of	 services,	 although	 a	 subsequent	 study	 by	 one	 of	 the	





findings.	 	 Like	 both	 Hague,	 Mullender	 and	 Aris	 (2003)	 and	 Glisson	 and	 Hemmelgarn	




“The	 workshop	 exposed	 an	 extraordinary	 degree	 of	 misunderstanding	 about	








of	 the	 concept	 to	 Europe,	 where	 it	 was	 effectively	merged	with	 the	 already	 existent	
‘democratic’	therapeutic	tradition	of	Jones,	Mandelbrote	and	Laing	(Rawlings	and	Yates,	
2001;	 Broekaert	 et	 al,	 2006),	 a	 largely	 psychiatry-led	 movement.	 	 Thus	 in	 Europe,	
therapeutic	communities,	from	the	outset	were	multi-disciplinary;	including	both	health	
service	 staff	 and	 graduates	 of	 the	 programme.	 	 In	 the	USA	 also,	 state	 sponsorship	 of	
therapeutic	 community	 approaches	 led	 inexorably	 towards	 the	 development	 of	 such	
multi-disciplinary	 teams	 (De	 Leon,	 2000;	 Yates	 and	 Malloch,	 2010).	 	 Much	 of	 the	
professionalising	 of	 therapeutic	 communities	 over	 the	 past	 three	 decades	 can	 be	
attributed	 to	 the	 demands	 of	 commissioning	 agencies	 (and	 many	 professionals),	
sceptical	about	the	efficacy	of	a	purely	self-help	treatment	 intervention.	 	The	negative	
views	 of	 mainstream	 treatment	 providers	 towards	 initiatives	 such	 as	 AA/NA	 and	
therapeutic	 communities	 is	well	 documented	 (De	 Leon,	 2000;	 Best	 et	 al,	 2000;	 Yates,	
2015).		
	
This	 of	 course,	 is	 not	 to	 say	 that	 including	 professional	 practitioners	 in	 therapeutic	
community	staff	teams	is	wrong	but	 it	does	require	a	significant	philosophical	shift	for	
trained	 professionals	 to	 recognise	 and	 internalise	 the	 fact	 that	 in	 a	 therapeutic	




In	 therapeutic	 communities,	 this	 lack	 of	 conviction	 and	 basic	 understanding	 of	 the	
model	 has	 often	 led	 to	 the	 imposition	 by	 commissioners	 and/or	 implementation	 by	
professional	 practitioners,	 of	 practices	 which	 are	 not	 only	 unnecessary	 but	 are	
occasionally	 undermining	 of	 the	 core	 philosophy	 of	 community	 as	 method	 (De	 Leon,	
2000;	Yates	and	Raimo,	2002;	Yates,	2003).			
	
From	 its	 earliest	 days,	 the	 therapeutic	 community	 has	 been	 the	 crucible	 of	 much	










This	 failure	 has	 inevitably	 led	 to	 attempts	 –	 either	 imposed	 by	 commissioners	 or	
championed	by	 individuals	within	 the	movement	 –	 to	 graft	 new	approaches	onto	 the	
system;	often	with	unintended	and	largely	negative	results.		Thus,	for	instance,	the	past	
two	decades	has	seen	a	dramatic	increase	in	keyworker	systems	and	other	one-to-one	
interventions	 without	 apparently	 recognising	 that	 this	 undermines	 community	 as	
method	by	increasing	the	amount	of	information	which	is	unavailable	to	the	community.		
Similarly,	 anger	 management	 interventions	 (Howells	 and	 Day,	 2003)	 have	 been	
introduced	 into	 therapeutic	 communities,	 apparently	 without	 recognising	 that	 the	
floorwork	 element	 of	 therapeutic	 community	 methodology	 is	 –	 at	 least	 in	 part	 –	
designed	to	instil	precisely	this	capacity.	
	
Whilst	 it	 is	 certainly	 not	 advocated	 that	 therapeutic	 communities	 should	 close	
themselves	 off	 from	 new	 and	 innovative	 ideas:	 indeed	 the	 experience	 of	 De	 Kiem	 in	
establishing	 a	 Welcome	 House	 and	 easing	 new	 members	 into	 their	 therapeutic	
community	 has	 had	 significant	 impacts	 on	 retention	 in	 the	 main	 programme	
(Vanderplasschen	et	al,	2014)	and	has	been	successfully	emulated	in	other	therapeutic	
communities	(Phoenix	Futures,	2011).		But	it	is	also	clear	that	great	care	should	be	taken	





as	 described	 here,	 relies	 heavily	 upon	 a	 careful	 counterbalancing	 of	 groupwork	 and	
floorwork.	 	 Far	 too	often,	 floorwork	 is	 dismissed	 as	 activity	 to	occupy	 residents	while	
they	wait	 for	 their	next	groupwork	 intervention,	rather	than	the	crucible	within	which	
frustrations	and	poor	behaviour	are	elicited	as	material	for	the	community	to	work	upon	
in	the	groups	Yates	and	Raimo,	2002).		Far	too	often,	it	is	this	floorwork	element	which	





(2006)	 that	 co-working	 between	 agencies	 has	 the	 potential	 to	 deliver	 significant	
improvements	in	service	outcomes.		However,	it	is	also	clear	that	such	arrangements	are	
beset	 with	 problems;	 not	 least	 the	 often	 striking	 differences	 in	 core	 philosophy	 and	
organisational	culture	(Vandeplasschen	et	al,	2007;	Yates,	2015).	It	would	appear	that	a	












What	 is	 required	as	a	 starting	point,	De	 Leon	argues,	 is	 a	 ‘common	vernacular’	which	
ensures	that	all	staff	involved	have	a	common	understanding	of	the	agreed	goals	in	each	









De	 Leon’s	 ROIS	 was	 initially	 taken	 up	 in	 the	 UK	 by	 a	 range	 of	 service	 planners	 and	
providers	 in	 North-West	 England	 (Gilman	 and	 Yates,	 2010;	 Gilman	 and	 Yates,	 2011).		
However,	these	developments	were	superceded	(initially	in	the	US	and	subsequently	in	
the	 UK)	 by	 the	 development	 of	 ‘Recovery	 Oriented	 Systems	 of	 Care’	 (ROSC).	 	 ROSC	
appears	 to	 have	 emerged	 initially	 out	 of	 the	work	 of	 recovery	 commentator-activists	
such	as	William	White	and	Arthur	Evans,	both	of	whom	were	active	 in	 setting	up	and	
developing	new	 integrated	 treatment	 systems	mainly	 in	 Philadelphia;	most	 notably	 in	





For	 therapeutic	 communities,	 this	 raises	 the	 question	 of	 effective	 co-working	 with	
agencies	 which	 may	 not	 share	 the	 therapeutic	 community’s	 ‘disorder	 of	 the	 whole	

















amongst	 these	 would	 be	 the	 fellowship’s	 disquiet	 regarding	 ‘cross-talking’	 (a	 direct	
contradiction	 to	 the	 encounter	 group	 practices	 of	 therapeutic	 communities)	 and	 the	
quite	 different	 view	 of	 the	 nature	 of	 addiction.	 	 Whilst	 in	 practice,	 some	 of	 these	






The	 evidence	 base	 around	 integrated	 systems	 for	 substance	 misuse	 and	 recovery	
treatment	can	be	both	confused	and	confusing.	 	However,	 it	 is	clear	that	a	number	of	
findings	remain	consistent	throughout.	 	Firstly,	 integrating	systems	of	care	in	response	










contradictory:	 very	 little	 was	 found	 which	 related	 specifically	 to	 the	 addictions	 field.		
There	is	a	clear	need	to	focus	on	this	area	of	interest	in	the	future.		An	assumption	that	
positive	benefits	found	in	other	fields	of	social	welfare	can	be	automatically	transferred	































































































Rawlings,	 B.	 and	 Yates,	 R.	 (2001)	 Fallen	 angel.	 	 In:	 B.	 Rawlings	 and	 R.	 Yates	 eds.	
Therapeutic	 Communities	 for	 the	 Treatment	 of	 Drug	 Users.	 London:	 Jessica	 Kingsley	
Publishers,	pp.	9-28.	
	
Spratley,	 T.,	 Cartwright,	 A.	 and	 Shaw,	 S.	 (1977)	 Planning	 for	 the	 future:	 developing	 a	
comprehensive	response	to	alcohol	abuse	in	an	English	health	district.		In:	J.	Madden,	R.	
Walker	 and	 W.	 Kenyon	 eds.	 Alcoholism	 and	 Drug	 Dependence:	 A	 Multi-disciplinary	
Approach.	New	York:	Plenum	Press,	pp.	379-386.	
	
Stanley,	N.	and	Humphreys,	C.	(2006)	Multi-agency	and	multi-disciplinary	work:	barriers	
and	opportunities.		In:		C.	Humphreys	and	N.	Stanley	eds.	Domestic	Violence	and	Child	
Protection:	directions	for	good	practice.	London:	Jessica	Kingsley,	pp.	177-194.	
	
Strang,	J.,	Donmall,	M.,	Webster,	A.,	Abbey,	J.	and	Tantam,	D.	(1991)	A	Bridge	Not	Far	
Enough:	community	drug	teams	and	doctors	in	the	North	West	Region,	1982-1986.	
London:	Institute	for	the	Study	of	Drug	Dependence.	
	
Strang,	J.,	Smith,	M.	and	Spurrell,	S.	(1992)	The	community	drug	team:	data	and	analysis.		
British	Journal	of	Addiction,	87	(2),	pp.	169-178.	
	
Trice,	H.	and	Wahl,	J.	(1958).	A	rank	order	analysis	of	the	symptoms	of	alcoholism.	
Quarterly	Journal	of	Studies	on	Alcohol,	19,	636.	
	
Vanderplasschen,	W.,	Mostien,	B.,	Franssen,	A.,	Lievens,	K.,	De	Maeyer,	J.	and	
Broekaert,	E.	(2007)	Dealing	with	multiple	and	frequent	service	utilisation	in	substance	
abuse	treatment:	experiences	with	coordination	of	care	in	residential	substance	abuse	
agencies	in	the	region	of	Ghent,	Belgium.	International	Journal	of	Therapeutic	
Communities,	28(1),	74–89.			
Vanderplasschen,	W.,	Vandevelde,	S.	and	Broekaert,	E.	(2014)	Therapeutic	Communities	
for	Treating	Addictions	in	Europe:	Evidence,	Current	Practices	and	Future	Challenges.	
Lisbon:	European	Monitoring	Centre	for	Drugs	and	Drug	Addiction.		
	
White,	W.	(2000)	Towards	a	New	Recovery	Movement.	Arlington:	Center	for	Substance	
Abuse	Treatment.		
	
White,	W.	(2007)	Addiction	recovery:		Its	definition	and	conceptual	boundaries.		Journal	
of	Substance	Abuse	Treatment,	33	(3),	pp.	229-241.	
	
Wilkinson,	K.	and	Cox,	A.	(1986)	Principles	into	Practice:	a	developmental	study	of	a	
community	mental	health	service,	Manchester:	Youth	Development	Trust.	
	
Wills,	J.	and	Ellison,	G.	(2007)	Integrating	services	for	public	health:		challenges	facing	
multidisciplinary	partnership	working.		Public	Health,	121	(7),	pp.	546-548.	
	
Yates,	R.	and	Raimo,	S.	(2002)	A	Precious	Inheritance:	The	Evaluation	of	Coolmine	
House.	Dublin:	Coolmine	TC.	doi:	
http://www.dldocs.stir.ac.uk/documents/coolminereport.pdf	
	
Yates,	R.	(2003)	A	brief	moment	of	glory:	the	impact	of	the	therapeutic	community	
movement	on	drug	treatment	systems	in	the	UK,	International	Journal	of	Social	Welfare,	
12	(3),	pp.	239-243.	
	
Yates,	R.	and	Malloch,	M.	(2010)	The	road	less	traveled?	a	short	history	of	addiction	
recovery.	In:		R.	Yates	and	M.	Malloch	eds.	Tackling	Addiction:	Pathways	to	Recovery.	
London:	Jessica	Kingsley.	
	
Yates,	R.	(2015)	Recovery	capital,	addiction	theory	and	the	development	of	recovery	
communities.	Addicta,	1(2),	pp.	96-112.	
	
Zinberg,	N.	(1984)	Drug,	Set	and	Setting:	The	basis	for	controlled	intoxicant	use.	New	
Haven:	Yale	University	Press.		
	
	
	
	
